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Report of Accident (Workplace Injury, Accident or Occupational Disease) 


Claim R 
No D 


Language preference pm* a* ^English □ Ecparid/Spanish O pycawiVRussia- Q Tteng Viet/Yietramese □SSSyjv 

□ fSJ&'PX/Chinese Simplfied Korean G fel/Carnfccdian Q Scares'-/S^aS □ Other:_ 

1. Name mwdHM ] \ n t |2.Q Mate Jl4. Cate of injury or laa 15. Time ot injury: 

I 10 /u . Lvt\Ni T4Sc.)lA<*-)J ! □Female | 13AM □ PM 




4. Home 



7 Height ~— j‘ 8> this cowiition (iue t0 3 specific incident? YES Q HO 

9a. 3ody parts injured « exposed: 


ZIP Coda 

^ *~7 A> 




isTv/elgrtt 


1l9b. Describe in detail how your njury or exposure occurred, 
rt use sm mcNMry. cl-rrto a » Yjme, «ul me; *»«• Wen »r«w.e<J> 


Tcni fcene aderras) 

State ZIP Code 


9. Mailing address m dllvanfan fcene aderras ' 10. Family status: 

_jajfcrtied Qfcccwel 

City State ZIP Code O Separated Q Strife 

□ Ovorced 

Family and dependent eligibility: fcu may t» required to stc* a 5£^ 0 ™* ic 120. Were yot do«g £YES 21. Where did the injury ir exposure occur? 
proof of marriage, domestic partnership restoration, or dependent etfUM)- ri j your regular job? □ NO □ [ -^Wr Premises □ Jobsite □ Otfcr 


11. Dependent children indu* unborn 12 Nam» ot Spouse or Registered 


enmaie birth dab Benefits »* x baaa In 
par on mneer ol legaly cweittrrt cttICren 0 
you don nav« legal aisiody. aropwte Box 13. 


your regular job? □ no □ Fmpoytr Premises □ Jobsite □ Other:. 


I 22. Wlwre dd the injurvexposure occur? Name of business: 




Partner 


l‘ .Leul Custody t * Blrfti A*\t 


□ YES LINO 


□ YES JliO 


□yes Gmg 


□yes □no 


□yes Uuo 


County 


State ZIP 



23. Injury caused by a ’aulty machine, product or persen other than my employer 
or co-wtrker? Q YES □ NO □ POSSIBLY 


24. Lis: any witnesses: 


13. Name R address of chadren’* legal guardian 
Name 


25. When wU you return to work? 

/ / 


Address 


State ZP Code 



26. When did you last work? 

__ 

27. Did you report the incident to your employer? □ yes □ no 28. Date you reported it: 
it “yes' write name and titter / / 


29. Did you have employer-paid health care benefits on the day injured? □ YES □ NO 


31. Type of business 

r 


3S. List your job title 


32. How long have you worked there? 

_Years_Months_Weeks_Days 


5 


36. Rale of pay at thisflob «#** one* ; 3/. Hours per day 


□ Mou □ Wrak -- 

□ ony Qh.# 3fl Days per week 

Ok’cffWnlnHnofMy 


******** QTW 40 ^"*L 41la,na 

Q°*ce*c*x □snttefl Si y«: hu*»? QOwnr □ Corp. Director 

| € □n.Hnrn*- ■ to**™* 7 Qfcrtn* U0pf««iCcA W 

I * _ □CfTT«Mtoi _ lnrt12nCTfln _ □ Con Jtllcn U Docs nouptHv a mi 


42. Signature Note: READ LEGAL NOTICES ON THE WORKER S COPY OF THIS FORM 1 43. Signature 


i (tedars inese statements arc tmo to tho t»st or my kno-.vtedg* b«fcef In hping INs form i 
permit health care providers, nmpttab, or clones to release retevam radical repots. which tt*7 » 
othofs produce, to die Dept, of labor & industries. 


s date 


; i authorize tie Departmrt d Labor l industries, r others acimp on their Dehalt, to cbtaln confidential 
e-apsuynerl recurik ficm the Employment Secunty Owpwtm* t »FSD) to 'ielp dcteimine workers’ 


Today's date 


. Diagnosis 

2. ICD Codes 

1. Oiagoosis 

2. ICO Codes 

1 ■ ■ 


5. Objective findings supporting your d agnosis jrewe pty** i* a* mt?* 


5. 

K 


•< 



6a. Is more treatment needed? □ YES GNU □ POSSIBLY 


6b. Treatment and diagnostic testing recommendations - 


13. Name of attending 

f l5a. Name of hospital i 


care provider iPtue vn 


BBSli 


7 Was the diagnosed condition 3. Will the condition cause the patient 
caused by this injury or ensure? to miss work? □ YES U NO 

Stts °G probably " j 2f kn * B ** numtjer 

□ NO G POSSIBLY 5b*> 0l dayS - 


9. Is there any pre-existing impairment of the injured area? U YES □ NO 
If YE. dncrt&e Mdb X Mad npott 


0. Has patient ever been treated for the same or similar condition? 

rrS.pWJCKire dlT&yrar. □ YES Q NO 

tor* Db 


1. Are there any conditions that wilt prevent or slow recovery? 

»YES. *scte meiy a aratfi repirt □ YES Q NO 


12. Did you refer the patent to an L&I medical network provider for follow-up? 

RT«rrwfcr QYES QNO 


14. IMPORTANT: L&I Provider Number or NPI of provider listed in Box 13. 


SBRjl 5a. Name of hospijal or clinic where patient was treated: 115b. This exam date / / 

HIP Nirrt tK'ra uc mu i hrash o 

_ uM' way _ ^ ^ lx _ 

F242-13Q-C00 Report Of Accident (Workplace Injury, Accident or Occupational Disease) 10-15 


li CHl i hraWi care prov'tfw must sign report) 

Todays 

date 


L&I*S COPY 










































